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INTRODUCTION 


The practical concerns of the Christian Medical Commission from its very beginning have focused 
in large part on the maldistribution of health resources, the effort to alter the traditional fixation of 
health care in urban areas and curative services, and the need to change these priorities in favour 
of the vast majority of people who do not have access to any health provision. This year the World 
Health Organization (WHO), at both its Executive Board Meeting in January and at the World Health 
Assembly in May, addressed these same issues and decided to give top priority to the promotion 
of basic, community-oriented health services or primary health care. In its formulation of this new 
orientation in health planning, WHO has set out its approach in seven basic principles: 


“(j) Primary health care should be shaped around the life patterns of the popu- 
lation it should serve and should meet the needs of the community. 


(ii) Primary health care should be an integral part of the national health system 
and other echelons of services should be designed in support of the needs 
of the peripheral level, especially as this pertains to technical supply, super- 
visory and referral support. 


(iii) Primary health care activities should be fully integrated with the activities of 
the other sectors involved in community development (agriculture, educa- 
tion, public works, housing and communications). 


(iv) The local population should be actively involved in the formulation and im- 
plementation of health care activities so that health care can be brought into 
line with local needs and priorities. Decisions upon what are the community 
needs requiring solution should be based upon a continuing dialogue bet- 
ween the people and the services. 


(v) Health care offered should place a maximum reliance on available commu- 
nity resources, especially those which have hitherto remained untapped, and 
should remain within the stringent cost limitations that are present in each 
country. 


(vi) Primary health care should use an integrated approach of preventive, promo- 
tive, curative and rehabilitative services for the individual, family and commu- 
nity. The balance between these services should vary according to commu- 
nity needs and may well change over time. 


(vii) The majority of health interventions should be undertaken at the most peri- 
pheral practicable level of the health services by workers most Suitably 
trained for performing these activities.” 


These seven principles were selected as the starting point for discussions and deliberations at the 
annual meeting of the Christian Medical Commission held in Zurich, 7-11 July, 1975. The paper 
by Dr. Charles Elliott which follows was presented at this meeting to offer a critical look at these 
principles in the light of the goals and purposes of the CMC. 
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IS PRIMARY HEALTH CARE THE NEW PRIORITY ? 


Yes, but..... 


(About the author: Charles Elliott is Senior Research Associate at the School of Development Studies, Univ- 
ersity of East Anglia, England. A distinguished economist, Dr. Elliott has been involved with development affairs 
in Zambia and has been active with international organizations in London and Geneva. He has contributed to 
numerous books and journals of economics and African issues, and is the author of “The Development Debate” 


and “Patterns of Poverty in the Third World”. Dr. Elliott studied at Oxford University, and was ordained Priest 


of the Church of England.) 


I. It is probably more dangerous to read history for- 
wards than it is to read it backwards, but there can be 
little doubt that, when health historians come to 
chronicle innovations in medical care achieved in the 


seventies, they will put great emphasis on what we . 


have come to call by the umbrella title of ‘primary 
health care’ (PHC) or ‘community care’. 


In a variety of planning instruments in many countries 
of the world, we can see reflected a recognition of the 
fact that, in the past, health care has been regres- 
Sively distributed, with the result that the great major- 
ity of mankind are allowed to suffer diseases, disabil- 
ities and deprivations which the world community as 
a whole has the skill and resources to relieve. In order 
to focus more clearly the later and more contentious 
parts of this paper, it may be worth sketching out five 
areas in which the ‘centre of gravity’ seems to be 
moving rapidly and which, taken together, constitute 
the elements of the new health strategy. 


The most obvious element is the wider use of para- 
professional personnel as ‘frontline workers’ who 
can better bridge the cultural gap between the healer 
and the healed. Less highly trained, this category of 
worker can nevertheless deal with the major treata- 
ble diseases in his/her locality, administer first aid 
and carry out simple (but often very effective) mea- 
sures of preventive medicine. Recruited in greater 
numbers than more highly trained workers could 
possibly be, these paraprofessionals supply a 
greater ‘cover’ of the population with primary care: 


_ secondary care is assured (in theory) by a referral 


service to more sophisticated units. 


A second element is the relative downgrading of cu- 
rative services and a relative upgrading of preventive 
services. Although there is a growing awareness of 
the interdependence of prevention and cure, (both 
technical interdependence in terms of acceptability), 
preventive medicine is decreasingly the slumland of 
the medical townscape. Partly as cause and partly as 
effect, health planners can now accept that much 
wider issues than the narrowly medical impinge upon 
preventive services. That brings us to the third ele- 
ment. 


This is the gradual metamorphosis of traditional ver- 
tical programmes, centering on one disease or clus- 


ter of diseases, with a central directorate and a pro- 
gramme-specific field staff, to a much more integrat- 
ed approach. This integration is beginning to tran- 
scend medical boundaries, so that we have seen in 
the last five years a double jump from highly specific 
vertical programmes within the Ministry of Health to, 
first, integrated programmes with prime emphasis on 
prevention rather than detection and cure; and then 
a second jump to integrating the specifically medical 
service with programmes from the Ministries of Agri- 
culture, Public Works, Housing and Transport, into 
programmes of genuinely (rather than cosmetically) 
integrated rural development. 


That raises a fourth element - the shift of the spatial 
focus of health care from the densely settled urban 
areas, which offer all the benefits of cost-effective- 
ness, to the less densely settled and usually much 
less prosperous rural areas where the objective need 
may be greater but the costs of programme imple- 
mentation are very high. | put it in these rather formal 
economic and technocratic terms because | think it 
is important to emphasize that the urban bias of 
health services had a logic (if a perverted logic) of its 
own. It did not result only from a wicked oligarchic 
plot to hog the largest share of the medical cake, 
(which is a picture that some more incautious left 
wing critics tend to imply), but from an uncritical ap- 
plication of (basically Western) economizing algo- 
rithms to a situation of extreme resource scarcity. If 
medical facilities of all sorts are in desperately short 
supply, it is neither wicked nor foolish to deploy them 
where they are most likely to be used. That resources 
take the ‘wrong’ form is a quite separate argument - 
though obviously a very important one - which histo- 
rically came on to the agenda much later. The de- 
thronement of cost-effectiveness and efficiency rep- 
resents a remarkable ‘political’ change, the more re- 
markable because it does not seem to fit any precon- 
ceived notion of the ideological commitment of gov- 
ernments. 


The last element is in some ways analogous to the 
preceding ones. As there has been a political deci- 
sion to jettison cost-effectiveness criteria in the 
health programme overall, (though such criteria may 
still be used at a highly disaggregated or micro level), 
so there has been an increasing readiness to take 
back on board at least parts of ‘traditional’ healing 
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systems. There is little evidence of Western technol- 
ogy being jettisoned, (which is probably right); but 
there is quite a lot of evidence of a more serious ap- 
proach to the daunting task of fusing Western tech- 
nology with both traditional technology and tradition- 
al delivery systems. 


Here, then, are five elements of change. To change 
the metaphor, we can think of each of them as a spec- 
trum along which individual countries move at differ- 
ent paces and in response to various stimuli. There is 
no reason why progress along one spectrum should 
be at the same speed as progress along another 
spectrum. For instance, a country may go much fast- 
er in its switch from a curative bias to a preventive 
bias than it goes in its switch from a purely Western 
medical technology to a Western-cum-traditional 
technology. At this moment, then, we see a very wide 
range of practice. The one uniform feature is that 
there does seem to be in very many countries move- 
ment (or preparation for movement) along one or 
more of the spectra. Put the other way on, | personally 
know of no significant evidence that any country is 
moving in the reverse direction, except perhaps as a 
temporary adjustment to acknowledged failure in a 
hitherto unexplored band of the spectrum. The al- 
most universal experience of this progression (or 
readiness to progress) along the spectra is reflected 
in the deliberations of the World Health Organization 
and particularly in the main thrust of its programmes 
as agreed at the last Assembly. 


Il. The ball seems to be rolling then. And if the CMC 
played a part in giving it the initial kick, | hope it 
seems neither ungracious nor ingratiate to use this 
platform to ask three fairly difficult questions about 
the terrain in which the ball is now rolling. To stick 
with this metaphor a moment longer, | think we have 
all seen the goal fairly clearly from a distance and, (as 
is most effective on the football field), we have kept 
our eyes on the ball rather than on the goal. But, as 
the ball begins to travel towards the goalmouth, it be- 
comes increasingly appropriate to focus more pre- 
cisely upon the goal. To anticipate the argument rath- 
er crudely, | am going to suggest that the goal is not 
quite what we thought it was; or, conversely, that if it 
was what we thought it was, then the ball is not going 
’ in the right direction. This, of course, is very embar- 
rassing for us all. It implies that we have mis-speci- 
fied the goal and, therefore, that we have a great deal 
more definitional work and strategy planning to do - 
just when we thought we were through with all that. 
Further, it raises the difficult and potentially conten- 
' tious suggestion that some of us who hitherto have 
been playing on the same side with increasingly so- 
phisticated teamwork may, in fact, find (because of 
our ideological colours) that we are kicking towards 
two very different goals - goals which do not coincide 
as closely as appeared when viewed from a distance. 
Again, back to the tedious business of defining the 
objective, but this time more acutely aware of the wid- 
er philosophical/ideological/political ramifications of 
that process. 
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Let me focus the issue by putting a straight question: 
Has the new emphasis of the democratization of 
health care become no more than a new form of pro- 
fessional domination ? 


| do not seek to answer that question dogmatically. 
But | do want to suggest five areas of evidence which 
make the question worth asking; and perhaps make 
it worth asking with the expectation that the answer 
will be yes. 


(a) The first area of evidence that | think is crucially 
important is the increasing evidence that comes from 
rural sociological and economic studies (practically 
worldwide) that the priority accorded to health care 
by villagers is under most conditions rather low.| say, 
“under most conditions”, because clearly there are 
occasions - eg a measles epidemic - when the mor- 
bidity and mortality rates rise so much above those 
that are commonly accepted as the norm that health 
care is temporarily shifted up the scale of priorities. - 
But it is almost certainly shifted down again once the @ 
immediate crisis is past. 


Although | do not pretend to have made a very scien- 
tific study of this, my hunch, based on a reading of a 
fair wedge of empirical work mostly in Asia and Afri- 
ca, is that the priority accorded to health care varies 
directly with the ‘level of development’ of the commu- 
nity. The higher the general level of education; the 
higher the general level of income (as a proportion of 
the average wage in the modern sector); the greater 
exposure to mass media; the greater the aggregate 
urban experience of the community; the more so- 
phisticated the lifestyle of the community; the higher 
priority is accorded to health care in both preventive 
and curative aspects. 


Now this means that communities that have tradition- 
ally been most poorly served are those that accord 
health care a rather low priority in the demands "@ 
community resources. Typically, education, easier 
access to a reliable (and clean, though this is seldom 
made explicit) water supply and better marketing op- 
portunities are usually accorded a far higher priority 
than health care. 


This suggests that in delivering health care either 
unisectorally or multisectorally to these less devel- 
oped areas, we are responding to criteria and judge- 
ments of need that may be entirely defensible in 
some sense, but which certainly is not fe/t need. This 
may already go some way towards explaining why 
many of these programmes have proved so difficult to 
implement. | do not want to pursue that line of argu- 
ment here although, as we shall see, it is not entirely 
irrelevant to later points. The immediately relevant is- 
sue that needs emphasis is this: a community ad- 
justs culturally and possibly physiologically to a cer- 
tain pattern of disease. To be responsive and respon- 
sible, our health planning has to take account of that 
process of adjustment. If it fails to do so, not only is 
it unlikely to be practically successful but, ata much 
deeper level, it stands in danger of threatening the 


cultural values and, therefore, the cultural and social 
stability of the community whose health in its deepest 
sense it is seeking to improve. What is this but pro- 
fessional domination, the imposition of a set of values 
which have their origin in a professional caste but 
which are not shared by those on whom they are im- 
posed ? 


(b) Let me now pass to a second area of evidence. 
When villagers are asked what kind of health care 
they need or desire, (two very different concepts 
which are notoriously difficult to keep separate in the 
field), they typically make the ‘wrong’ choices. 


They say they want hospitals or larger clinics. They 
say they want a doctor in the village. They certainly 
show much more enthusiasm for Western curative 
medicine than for preventive medicine. In fact, they 
reflect their socio-medical conditioning almost em- 
barrassingly well. Like Ministries of Health anywhere 
in the world, they show great reluctance to make the 
@:; choices in the distribution of resources. If they 

ee that sometimes a choice has to be made between 
saving one life or preventing a hundred cases of gas- 
troenteritis, they are unlikely to take it as se/f-evident 
that resources should be put into preventing a hun- 
dred cases of gastroenteritis. Hierarchical social 
Structures and status-based ascriptions of value 
may conflict head-on with an egalitarian value 
system, possibly derived from a Judaeo-Christian 
origin. Which value system is to predominate? 
The local system (with its possibly very regressive 
distribution of resources)? or the ‘professional’ 
(with an attempt at an egalitarian distribution) ? The 
basic PHC philosophy commits us to the latter - and 
therefore the neglect and possible destruction of the 
former. 


(c) If the balance of the empirical evidence is that our 
wn ideology of health care is, in fact, not widely 
hared at the grassroots, there is also evidence that 

it is not widely shared by those most immediately 

concerned with its implementation. By this | do not 
mean the opposition from the medical profession. 

This was always to be expected; and if the conver- 

sion of (at least elements of) the profession has in 

fact been both quicker and less traumatic than we 
might reasonably have expected, that is not neces- 
sarily a case for jubilation. More worrying has been 
the evidence that frontline troops very quickly learn 
to aspire to become generals. With the wisdom of 
hindsight, it was perhaps naive to expect that we 
could fashion a new breed of frontline health workers 
who would be content to be just that for the rest of 
their days. Particularly was this the case if they were 
to be expected to earn their living by continuing their 
original occupations as farmers for much of their 

time, practising their semi-skill in health care on a 

part-time (and to some extent voluntary) basis. But 

even the full-time, ‘adequately’ paid frontline health 
worker is not usually a latter-day St Francis of Assisi. 

Though he may identify with his patients in their nat- 

ural habitat, the very process of the acquisition of the 


skill that by definition they do not have; the acquisi- 
tion of status within the community; and contact with 
a much higher status-group outside the local com- 
munity together give him both inducement and 
appetite for differentiating himself further from his 
patients. 


| use this sociological jargon precisely in order to 
avoid seeming to pass judgement or to be wise after 
the event. Merely by reducing the skill level of the 
frontline worker and to some extent reducing his ob- 
vious identification with a largely alien ‘health ser- 
vice’, one does not thereby give him the exceedingly 
high levels of altruism and selflessness required to 
remain in the job and on the job with no prospect of 
career or financial advancement. 


Looking at the experiments that have been going on 
over the last five or seven years then, we find that one 
of the recurring problems in implementation is that of 
motivating and ‘making stick’ the frontline workers. | 
am told that, even in China, it is becoming more com- 
mon practice for the various types of frontline work- 
ers to become increasingly professionalized and 
highly (or at any rate less rudimentarily) trained: a 
possibly gloomy analogue to the experience in Cey- 
lon with the assistant medical practitioners. 


In what sense is this evidence of professional dom- 
ination? It suggests that power in the profession is 
still in the hands of the higher echelons of the fully 
trained. It is not usually in the hands of the local com- 
munity. Only in those (very few) countries in which 
there has been a determined and sustained effort to 
transfer power to the local community is there an ad- 
equate counterweight to the centripetal force of the 
profession. To put it crudely, the PHC strategy alone 
is by no means an adequate attack on the structure 
of power within the profession. 


(d) If neither the patients nor the medical workers 
have shown much enthusiasm for at least elements of 
our ideology, it is perhaps inevitable that an increas- 
ingly serious problem is that of the quality of care. 


| realize that at this point | can be badly misunder- 
stood, and indeed be transferred along the spectrum 
from medicine red to medicine blue, in Maurice King’s 
now famous phrase. That is not my intention at all. | 
am not appealing at all for the maintenance of inap- 
propriate standards. But | am concerned that we all 
fully appreciate that one reason why actual and po- 
tential patients sometimes like new models of health 
care no more than the old is because they associate 
them with a low quality of care, in both technical and 
human or personal terms. It is not fanciful to suggest 
that one reason why health care is given a low pri- 
ority, particularly in rural areas, (and why unrealistic 
demands for ‘hospitals’ are made when issues of 
health care are raised), is precisely because any- 
thing less is perceived as almost inevitably a medical 
shambles. 


It may or may not be true that this is a short-run ine- 
vitability, analogous to the almost universal experi- 
ence of declining educational standards during pe- 
riods of extremely rapid growth in enrollment. But 
when diagnostic accuracy declines to (or perhaps re- 
mains at) less than 20%, it is debatable whether the 
cultural intrusion of Western or neo-Western stan- 
dards and forms of medical care are worth the candle. 


Are we absolutely certain that, seen in its widest so- 
cial context, (which | think most of us would agree is 
much wider than the purely medico-scientific), low- 
quality care is to be preferred to the traditional 
systems of care that it seeks (either actively or pas- 
sively) to displace? 


Let me be clear at this point. | am not arguing that we 
must wait until a ‘high’ quality of care can be guaran- 
teed and distributed equitably before we invest any 
resources at all in PHC. | am arguing rather that we 
at least need to ask whether an equivalent amount of 
resources invested in traditional types of health care 
- eg in upgrading ‘village midwives’ or extending the 
range of a herbalist’s stock of remedies by the inclu- 
sion of non-local or even imported remedies - would 
not have a greater impact on the level of morbidity 
and mortality than a (highly inefficient) ‘scientific’ 
health care system. Obviously, much depends on 
how effectively the traditional sector could be mobil- 
ized for preventive work. My suggestion is that the 
probability that it could be no less effective than the 
‘modern’ sector is sufficiently high to make more vig- 
orous investigation worthwhile. But, hardly surpri- 
singly, the modern sector has consistently resisted 
such investigation. 


(e) The fifth issue can be raised rather more briefly. 
One of the major forces behind the PHC emphasis 
has been the observation that many common dis- 
eases are widespread or even nearly universal in 
populations largely untouched by ‘modern’ medicine. 
But we have recently acquired evidence that commu- 
nities adjust to these levels of disease, or at least 
some of them, culturally, socially and, to a small num- 
ber, physically. Certainly, a team with which | worked 
in Zambia was unable to find any compelling evi- 
dence of the impact of parasitic diseases on agricul- 
tural effort or school performance. Interestingly, an 
American team under Weisbrod has recently pro- 
duced directly corroborative evidence from San Lu- 
cia. Let me emphasize again that neither study is 
wholly satisfactory methodologically. The complexity 
of the issues, the difficulties of field work, the inter- 
relations amongst the many variables that have to be 
observed or controlled make detection unusually dif- 
ficult. But it is surely beginning to look as though 
‘health need’ is, to put it at its lowest, a much more 
subtle concept than either health economists or me- 
dical sociologists have in the past generally believed. 
As Joyce Leeson has argued, ‘health need’ cannot be 
defined purely in clinical terms: it has to take account 
of cultural and social variables - variables which 


health planners have not begun to identify, much less 
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seriously respond to. Hitherto, the epidemiologist has 
been king: it is time he was dethroned. Let him now 
take his place in a Council of Equals in which seats 
will also be allocated to anthropologists, sociologists 
- and representatives of the sick and the healthy. 


But if ‘health need’ is so subtle a concept, what gua- 
rantees have we that the PHC strategy responds to 
this subtlety ? In theory the guarantee is that the local 
community is closely involved in the definition of 
health need and in the priorities of the provision of 
health care. But all depends on the form in which the 
dialogue is cast. If the choice before the community 
is the disposition of unearmarked resources, (that is, 
resources that are not ostensibly linked to ‘health’ or 
‘agriculture’ or ‘water’), there is a fragile chance that 
this subtlety will be protected. But ‘community in- 
volvement in decision-making’ can easily become a 
charade in which the decisions are compressed into 
SO narrow a focus that we have again to recognize 
patterns of domination (eg “Do you want the clinic 
here or there? Ten beds or twelve? Which do yvo@ 
want to tackle first - malaria or hookworm ?...”). 


We have here, then, five areas of evidence that | sug- 
gest we need to ponder rather carefully. To recap 
briefly, these are: 


1. Local communities tend to give health care low 
priority. 


2. They tend to make the ‘wrong’ choices when given 
the opportunity to express their own preferences in 
terms of delivery systems: at an interpersonal level, 
they do not necessarily accept medical equality. 


3. Community-based health strategies have proved 
extremely difficult to implement, partly (but only 
partly) because frontline workers are rapidly profes- 
sionalized. 


4. New health strategies may deliver health care & 
more people, but tend to deliver an extremely low 
quality of health care to the majority of those people. 


5. We have probably overestimated the effects of 
disease on a community, and underestimated its cul- 
tural and possibly physical adaptability to a given 
burden of disease. 


| have argued that each of these could provide evi- 
dence, (which | have deliberately not rehearsed in 
detail), that PHC strategy alone does not deliver us 
from the kind of professional domination we all asso- 
ciate with hospital-based curative services. This is 
not, not to say that PHC is a blind alley, or wrong or 
a mistake. Please let us be clear about that. It is to say 
that an overly naive espousal of PHC strategy, with- 
out a readiness to face deeper issues, is likely to re- 
sult in bitter disappointment. For, to anticipate a mo- 
ment, PHC strategy depends upon fallen man (both 
as healer and would-be-healed) and therefore upon 
fallen institutions. It, like everything else, is cast in an 


environment of original sin. This is a theme to which 
we must return. For the present let us limit the discus- 
sion to one central point. 


The CMC and its many friends have been wholly jus- 
tified in declaring war on the medical ideology of the 
~ middle sixties. The question | am asking is whether, 
in producing a Substitute ideology, we are not in dan- 
ger of doing the same violence to people and to com- 
munities, (though perhaps for higher motives), as did 
the people and institutions with which we have been 
struggling. Is there not a danger that the new set of 
ideas becomes as dominating, as dehumanized, as 
ultimately demonic as the old set of ideas? If we 
really seek to respond to the situation as it is, to res- 
pect the whole personality of the community and in- 
dividuals within it, might we not come out with a very 
different set of assumptions, strategies and tactics - 
and might not those assumptions, strategies and tac- 
tics have very little, at least overtly, to do with what we 
have traditionally regarded as health care? 


lll. This takes me on to a new point, and a second 
hard question. The question can be put like this: /s 
community health care as readily institutionalized as 
any other social service ? Precisely because the PHC 
emphasis has already become widely accepted, (if 
not yet widely implemented), there is surely a danger 
that it will suffer from a hardening of the administra- 
tive arteries and a blunting of sensitivity that will 
change it from a potential asset to a certain liability. 


If one looks at the literature on community services in 
general, (and person-directed community services in 
the United States and the United Kingdom in particu- 
lar), one is impressed by the ease with which an in- 
Stitution subverts the end for which it was created as 
a means into a means by which its own end can be 
justified. Within the last six years, many studies have 
evealed how, in our own Western countries, services 
hat were established to deal with ‘the hard cases’ 
have become extremely adept at developing admin- 
istrative rules whereby the really hard cases are ex- 
cluded, with the result that the service becomes 
available to the less hard, the more easily managed, 
the more administratively safe. 


| see no reason to assume that this tendency is con- 
fined to one particular culture or one particular kind 
of organization. It seems to me to stem much more 
from the nature of fallen man and, when put together 
with the five bits of evidence | adduced for the first 
question, it does seem to me to suggest that even 
PHC stands in great danger of developing an institu- 
tionalized hierarchy of beneficiaries which will syste- 
matically exclude those who stand in the greatest 
need of health care - and in whose name the original 
moral impetus of PHC was originally generated. 


This administrative distortion | see as an internal 
threat: it is parallelled and indeed aggravated by an 
external threat. That threat is the tendency for gov- 
ernments to see the provision of health care as part 
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of the process by which the government itself is legi- 
timized. To some extent, this is true of all social ser- 
vices; and to some extent, it is a proper and healthful 
response of government to popular pressure. The 
danger arises because different social groups are 
capable of threatening governments to different de- 
grees. Different social groups can therefore demand 
different levels of tribute; and health care is one form 
that tribute can take. Put at its crudest, this tends to 
suggest that once PHC develops its own institutional 
momentum and its own administrative rigidities, we 
may well find that it is subject to the same distribu- 
tional biases as was the curative, hospital-based, 
‘undemocratic’ structure of health care. Whenever 
and wherever there are resources to be distributed, 
they will be distributed in response to political pres- 
sures. The changing of the health package (in its wi- 
dest sense) does not much affect that basic fact of 
political life. 


Taken together, then, the internal and the external 
pressures on the community health care strategy will 
at the very least much moderate the effectiveness of 
that strategy in reaching the poorest and the most 
powerless. 


IV. So far, | have asked questions about: 

(a) the extent to which PHC has become a new form 
of professional domination, and 

(b) the extent to which it has been, is being and will 
be institutionalized in a way that prevents it from ef- 
fectively reaching those who need it most. 


If these are valid questions, we have to ask: What 
then? What can be done? What, particularly, can be 
the reaction of the CMC or its successors? Part of 
the answer is already clear. In discussing both of the 
basic questions | have tried to ask, | suggested that 
what one is up against is man as he is. Because one 
is up against man as he is, one is also up against in- 
stitutions as they are, mirrors and magnifying glasses 
of man’s moral and cultural ambiguities. Both as dis- 
pensers and recipients of health care, men-in-com- 
munity are severely limited in their ability to give or 
receive health. The fundamental problem that faces 
us, therefore, is to enlarge that ability. 


The process by which that is done can be ascribed a 
variety of different labels according to ideological or 
ethical positions. It can be called conscientization. It 
can be called liberation. It can be called cultural re- 
volution. Or it can be called salvation. I’m not sug- 
gesting that these are either the same or even 
roughly equivalent: | am suggesting that we are all 
looking for ways in which the delivery of health care 
does not become subverted into the protection of a 
profession; and for ways in which the receiving of 
health care does not become distorted into a process 
by which my neighbour is robbed. 


Here | think we glimpse something that the CMC has 
always emphasized, even if sometimes obliquely - 
namely, that health and salvation are mutually inter- 
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dependent in every human society, irrespective of 
culture, political allegiance or level of gross national 
product (GNP). That interdependence is worked out, 
not only at the individual level, but also at the macro 
or social level. The personality of professional and 
patient is determined by what a passing generation of 
theologians called the state of grace, and the social 
milieu in which the personality is formed and lived. 
Thus, salvation does not, cannot and must never be 
allowed to have a purely personal reference. Salva- 
tion is a social process as well as an individual liber- 
ation. 


The question remains: In operational terms, how can 
we make real this dawning perception that, in all our 
societies, rich quite as much as (perhaps even more 
than) poor, the processes of being healthy and mak- 
ing others healthy have to them a dimension com- 
pletely ignored by traditional thinking, - a dimension 
that acknowledges that the people (both healer and 
healed) and the institutions are in continuous need of 
liberation, renewal and at-one-ment - a need that the 
biblical tradition calls salvation, but which could oft- 
en be equally well translated wholesomeness, or 
healthfulnmess? In developed and underdeveloped 
countries, how do we bring healing and wholeness, 
not only to the sick, but to those who purport to cure 
the sick ? When we do that, what are the implications 


for the relationship between the practitioner and the 
patient, the curer and the cured? This will doubt- 
lessly need much further investigation, but one impli- 
cation is clear. That relationship ceases to be a rela- 
tionship between the sick and the healthy. It be- 
comes rather a relationship between two people or 
groups both of which know that they are less than 
whole and both of which are seeking to find a greater 
degree of wholeness. 


| Know that some of what | have said is contentious 
and may spark challenge and even fundamental dis- 
agreement. So be it. But at the risk of seeming to con- 
found confusion, let me make one final comment. If 
what | have said is even roughly right, there is clearly 
a limit to the extent to which the CMC, the Christian 
Medical Commission, can collaborate with agencies 
which deny to the concept of health the element of 
transcendental wholeness as expressed in the last 
paragraph. It is possible that some of these agencies 
will see that the physician is as much in need of heal- 
ing as the sick. The real question will be: Where will 
the agencies look for the spiritual resources for the 
healing of the physician? The Christian answer is 
(more or less) clear. Can we devise experiments 
which show those resources in action? Or perhaps 
they are already at hand? 
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(If you have any comments on the issues raised in this edition of CONTACT, the CMC would be pleased to hear 


from you.) 


CMC NOTES 


Many doctors working in tropical countries have ben- 
efited from reading TROPICAL DOCTOR, a Journal of 
Modern Medical Practice, published quarterly by the 
Royal Society of Medicine. The purposes of this jour- 
nal are to publish invited contributions on the preven- 
tion, management and treatment of prevalent dis- 
eases in developing countries, and on the promotion 
of health, and to present a picture of the problems of 
health and disease in these areas as a step toward 
lessening the sense of isolation felt by those working 
remote from colleagues and far from advanced medi- 
cal centres. The articles presented cover a wide 
range of clinical practice (medical, surgical, paedia- 
tric, obstetric) as well as community and preventive 
medicine. 


The annual subscription rate to TROPICAL DOCTOR 
is £4.00 ($10.00) post free to all countries. (Student 
rates: £2.00 ($5.00)). Remittances should accom- 
pany orders and should be made by bankers draft on 
London in favour of TROPICAL DOCTOR, and aa- 
dressed to: The Editor, TROPICAL DOCTOR, Royal 
Society of Medicine, 1 Wimpole Street, London, W1M 
8AE, England. 


A MODEL HEALTH CENTRE is anew manual publish- 
ed by The Conference of Missionary Societies in 
Great Britain and Ireland. It is offered as a design 
primer and reference book for those engaged in plan- 
ning, developing and operating health services, 
whether at a national or local level. The book is very 
well laid out, with suggestions for the basic needs of 
a small centre, the relationships which allow for 
growth and change, and the details for expansion and 
adaptation to local needs. 


The 52 appendices offer the practical details on 
working relationships within the centre, patient flow, 
pharmacy and laboratory layout, administrative oper- 
ations, sterilizing, equipment lists, expansion options, 
teaching aids, record keeping, costs and materials, 
and the fine points of constructing latrines and a wa- 
ter supply. A full set of drawings is included. 


This unusually fine manual is available for £3.00 plus 
postage, (with 33 1/3% discount for trade orders and 
orders from missionary agencies and other charita- 
ble bodies), and may be obtained from: The Confer- 
ence of Missionary Societies in Great Britain and Ire- 
land, 2 Eaton Gate, London SW1W QBL, England. 
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COMMUNICATIONS: Whether you are training or 
teaching, working with groups or with individuals, you 
are involved in the exciting business of communicat- 
ing ideas. 


Information, advice and short courses on communi- 
cation overseas are offered by the Rev. Denys J. 
Saunders at the Selly Oak Colleges, Birmingham, 
England. The courses on Communication and Train- 
ing Methods, and Communication and Visual Media 
have been planned for adjacent weeks. These 
courses are particularly valuable for those involved 
in teaching and training work overseas. 


Particular attention should be drawn to a three-week 
course entitled, ‘“Wholeness, Health and the Healing 
Community” to be held 8-26 March, 1976. 


The cost of full board and tuition for a one-week pe- 
riod is £35.00; for three weeks it is £100.00. Please 
write for further details to: The Dean, Selly Oak Col- 
leges, Birmingham, B29 6LE, England. 


CMC NEWS IN BRIEF 


Zurich (EPS) 17 July, 1975 - The Christian Medical 
Commission (CMC) last week gave its endorsement 
to the World Health Organization’s (WHO) radical 
new philosophy which aims to promote basic health 
services for total populations. 


In practical terms the goal would be serving the 750 
million people the World Bank estimates live in ‘“‘ab- 
solute and relative poverty”. In most cases they are 
deprived of all health care resources. 


Much of the CMC’s annual meeting here was devoted 
to a discussion of how member churches of the World 
Council of Churches could respond to the WHO's 
“seven principles of health care”, which were ac- 
cepted 29 May, 1975, by 140 member nations at- 
tending the WHO Assembly in Geneva. 


The principles place heavy emphasis on involving lo- 
cal communities in formulating and implementing 
health care activities to make sure they are in line 
with local needs and priorities. They call for “a con- 
tinuing dialogue between the people and the ser- 
vices”. They also stress the need for integrating 
preventive, promotive, curative and rehabilitative ser- 
vices for the individual, the family and the community. 


Staff of the Christian Medical Commission had parti- 
cipated in the preliminary discussion of the princi- 
ples, which took place last January at the WHO Ex- 
ecutive Board meeting. CMC staff have stressed their 
belief, based on five years’ experience, that the main 
resources for the pursuit of health are “latent” in the 
men and women who hitherto have been the reci- 
pients or objects of ‘health care’. 


(The WHO’s recent publication HEALTH BY THE 
PEOPLE contains descriptions of three CMC-related 
programmes - in Guatemala, India and Indonesia - 
representing innovative approaches to bringing low- 
cost health care to maximum numbers of people.) 


Picking up on the WHO’s discussion of community 
participation in health care, the CMC last week said 
that the community not only had a role in designing 
health care but also played a supportive and healing 
role in ministering to its members. 


CMC has frequently talked about the Church as a 
healing community but has never probed the matter 
very deeply. Now it was decided to commission a 


special study on this aspect of the Church's life, 
bringing together a number of case studies and see- 
ing what could be learned from them. The appoint- 
ment of a study coordinator was approved. Ultimately 
it is hoped the study would define the connections 
between health, being human, the community and the 
Kingdom of God. 


CMC Director James McGilvray opened the five-day 
meeting (7-11 July) by summing up the learnings of 
the last seven years, this being the Commission’s last 
session. 


“We have paid far too little attention to the matter of 
lifestyles”, he said. “We have taken for granted that 
people will defiantly continue to drink, smoke and eat 
too much, live in polluted cities and breathe contam- 
inated air, dismembering each other in wars and on 
the highways, earning ulcers from inhuman work-. 
loads, packed in slums or going hungry - and the 
relying on health care systems to repair them. It is no 
use arguing that health is a human right unless it is 
appropriated responsibly by those who claim it.” 


Mr. McGilvray did concede, however, that “there will 
always be those who have little freedom of choice be- 
cause they have been condemned to an environment 
which is hostile, and they are the victims of malnutri- 
tion and parasitic infections.” “They should be the 
ones we are most anxious to help”, he said. “We must 
help these people gain a sanitary environment and 
then teach them to exercise responsibility for their 
own health’, he advocated. 


Dr. Reinhild Traitler, researcher in the Commission on 
the Churches’ Participation in Development, reported 
the results of an exhaustive study on community par- 
ticipation in development. 


Dr. Charles Elliott, a British theologian and econo- 
mist, emphasized the mutual interdependence of 
health and spirituality. “The processes of being 
healthy and making others healthy have to them a 
transcendental dimension completely ignored by tra- 
ditional thinking”, he said. Both those who are sick 
and those who purport to cure the sick “know they 
are less than whole and both are seeking to find a 
greater degree of wholeness.” He challenged the 
CMC to find ways of demonstrating ‘spiritual re- 
sources in action”. 
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